
NC VITAL RECORDS 

CERTIFICATE OF LIVE BIRTH 

6. CITY, TOWN, OR 

Chapel Hill 
LEGAL NAME (First, Middle, Last, Suffix) 

SALAAM HALL-EL • 
Country) 

(First, Middle, Lasf, Suffix) 

22. 

RACE (Check one or more races 

D WhIte 
o Black or African American 
o American Indian or Alaska Native 

(Name of the enrolled or principal Inoe) 

MOTHER'S RACE (Check one or more races to I 

o White 
o Black or African American 
o American Indian or Alaska Native 

(Name of the enrolled or principallnbe) 

IFNO, 

(Check the 

box thai best describes whether the father Is 
SpaniSMiispanJc/LEtino. Check the "NoR box 
iffather is not Sf}anlshlHistJenfcILatinoJ 
o No, not SpanlshIHlspanlcllalino 
o Yes, Mexican, Mexican American, 
o Yes, Puerto Rkan 
o Yes, Cuban 

o Yes, other Spanlsh/HIspanlc1Latlno 
(Specify) • ____ • __ ... _______ .. _ ..... _ ... __ .... ___ _ 

MOTHER'S SOCIAL SECURllY NUMBER: 

MOTHER OF HISPANIC ORIGIN? (Check the 
box that best dascn'bes Whether the father is 
SpanfshIHlspanlclLaUno. Check the "No~box 
Iffather fs not Saan/shiHisf)anfcILatlnoJ 

BI No, nClt SpanlshlHIspanlcllatino 
o Yes, Mexican, Mexican American, 
o Yes, Puerto RIcan 

o Yes, Cuban 
o Yes, other SpanlshfHlspanlcILatino 

(Spedfy) 

10e. ZIP CODE 

27265 
, or Location: 

(State, Territory, or Forefyn Coonlty) 

Code: 

Of. INSIDE CITY LIMITS? 

~YesDNo 

... 0.L··T~L"T~.oJ.L._ .... 
MM DO YYYY 

18. PLURALITY· SIngle, Twin, Triplet, etc. 

(Specify) _~in.9!~_._ ... _. __ .. _ ...... _:~.~·_:_ ... 
19.IF"NOTSINGlE BIRTH etc. 

(Specify) ................ _ ............ _ ••••• _ .. _, .... _____ ..... _. ____ _ 

AsIan IndIan Vietnamese 0 Sarooan 
0 ChInese . \0 Other As1an 0 Other Pacific Islander 

0 FllJplno (Sp'ecify) _. _________ .. _____ ._ ••••• _ ... (Specify) • _________ • __ .... _____ ._ 

0 Japanese 0 N"ative Hawailan " Other 

0 Korean 0 Guamanian or Chamorro (Specify) .~~~~~ __ .~ ••• _ •• ________ . ____ 

b,) 

0 AsIan Indian 0 VIetnamese 0 Samoan 

0 Ct{inese 0 Other Asian 0 Other Pacif1c islander 

O. FilipIno (Specify)._. __ • __ •• _ .. _____________ • ___ ••• _._. (Specify) ._ .. ________ • ___ • __ •• _ ••• _ ...... 

Japanese " Qth" 0 0 Native Hawa1!an 
(Specify) _~~?L __ ... _._._. _______ 

'0 Korean 0 Guamanian or Chamorro 

Yes 0 No 

IN THE HOSPITAL? 0 Yes 0 No 

best describes the hfghest degree orlevel of 
schoof como/elad at the time of de/ivervl 
o 8th grade or less 
o gth" 12th grade, no diploma 

o High schoo! graduate or GED compieted 
o Some college credit but no degree 

o Associate degree (e.g., AA, AS) 
till Bachelor's degree (e.g., BA, AB, BS) 
o Masler's degree (e.g., MA. MS, MEng, 

MSW, MBA) 
o DClctorate (e.g., PhD, EdD) or Profess!onal 

degree (e.g., MD, DDS, DVM, LLB, JD) 

MOTHER'S EDUCATION (Check the box that 
best describes the hIghest degree or level of 
school comDiefed a/ the time of detivelY) 
o 8th grade or less 
o 9th • 12th grade, no dIploma 
o High school graduate or GED compieted 
rn Some college credit but no degree 
o Assodate degree (e.g., AA. AS) 
o Bachelor's degree (e.g., BA, AS, BS) 

o Master's degree (e.g., MA, MS, MEng, 
MSW, MBA) 

o Doctorate (e.g., PhD, EdD) or Profess!onel 
degree (e.g., MD, DDS, DVM, LLB, JO) 

23. SOCIAL SECURITY NUMBER REQUESTED FOR CHILD? 
till Yes 

BIRTH OCCURRED (Check one) 

o Hosp!la! 

o Freestanding birthing center 
o Home Birth: 

Planned to deliver at Home? 0 Yes 0 No 

o CfinlclOoctor's offlre 
o Other (Specify) ____ ..... ______ • ______________ .... _. _______ _ 

31. FACILITY 10. (NP!) 

32. ATIENDANrs NAME, TinE, AND NPI 

NM'E §.l!'!A ... _J:ll\E.~.L .. _ .. _ .. _ .. _ ..... _ .... _ .. _ ... _ ... 
NPI: 

TITlE: ~ MO 0 DO 0 CNMlCM 
o OTHER MIDWIFE 
o OTHER (Specify) _. _________ ... ___ ..... __ .• ______________ • 

33. MOTHER TRANSFERRED FOR MATERNAL MEDICAL 
OR FETAL INDICATIONS FOR DELIVERY? 0 Yes B No 

IF YES, ENTER NAME OF FACILITY MOTHER 

TRANSFERRED FROM: 

990086145 



CARE 
o No Prenatal Care 

-Q~i~r'--'l'~t'''-T~--'-'-- .It ....................................... (if none, enter '0".) 

DYes 0No 

42. CIGARETIE SMOKING BEFORE AND DURING PREGNANCY 

PREGNANCY OUTCOMES 
(spontaneous or Induced 
losses Of eclopic pregnanc1es) 

For each time period, enler either the number of cigarettes or the 
number of packs of clgareltes smoked. IF NONE, ENTER "0", 
Average number of dgarettes or packs of dgaretles smoked per day_ 

#01 # of packs 

43. PRINCIPAL SOURCE OF 

PAYMENT FOR THIS 
DELIVERY 

" Private Insurance 

IN THIS PREGNANCY 

(Check all that apply) 

DIabetes 
o Prepregnancy (Diagnosis prior to this pregnancy) 
o Gestational (DIagnosis In this pregnancy) 

Hypertenslon 

o Prepregnancy (ChronIc) 

o GestaUonal (PIH, preeclampsia) 

o Eclampsia 

o Previous preterm birth 
o Other previOUS poor pregnancy outcome (Includes 

perinatal death, smaU-for-gestaUonal agel 
Intrauterine Qrowth restricted birth) 

o Pregnancy resulted from Infertility treatment-off yes, 
check ali that apR!Y: 

o Fertifity-enhancing drogs, ArtificiallnseminaUon 
or Inlrauterine Insemination 

o Assisted reproductive technology (e.g., In vitro 

fertllizatlon (NF), gamete Inlrafalloplan transfer 
{GIFT} 

o Mother had a previOUS cesarean delivery 
If yes, how many __________________ _ 

rn None of the above 

47. INFECTIONS 

:rHIS PREGNANCY (Check all that apply) 

o Gonorrhea 

o Syph!fls 

o Chlamydle 

o HepalitisB 

o HepalitisC 

o None of the above 

Was mothertesled forHBsAG? 0 Yes 0 No 

IHested, Include test date 

M ...... ;!.L'l".wtL ....... . 
rAM DO YYYY 

and lesl results: 0 

53. NEWBORN MEDICAL RECORD NUMBER: 
2000381·0 

39 

55, APGAR SCORE: 

Score at 5 m1nutes:_~ ______ ._. ____ . ____________ _ 

Jf 5 minute score Is Jess than 6, 
Score at 10 mlnUles; ________________________ _ 

58. INFANT VACCINATION 

Infant vacclnaled with Hepatitis B vaccfne? 

DYes rn No 

If yes, Indude vaccfnation dale 

-;x~r---,...DD---·-ryyyy--------

Three months before pregnancy OR •••••.... _______ .• 0 Medicaid 

0 Self-Pay 
First three months of prej:1nancv 
Second three months of 
ThIrd 

DATE LAST NORMAL BEGAN 

48. OBSTETRIC PROCEDURES (Check alltha! apply) 

o Cervical cerclage 

o Tocolysls 

External cephalic version: 

OR 
OR 
OR 

0 Other 
(SpeclM 

45. MOTHER'S MEDICAL RECORD NUMBER 

1509512·8 

A Was denvery with forceps attempted but unsuccessful? 

DYes rn No 

o Successful B. Was delivery with vacuum extraction attempted but 

o Failed unsuccessful? 

rn None of the above 0 Yes rn No 

r.9.();is.:rc~j,iOi«c;;;;;;;,;;;;t;PPiYl~~~~i C. Fetal presentatlOfi at birth 

o Premature Rupture of Membranes 

(prolonged, >12 hrs.) 

o 
o 

Precip1tous labor (<3 hrs.) 

Pro:cnged labor (> 20 hrs.) 

None of the above 

50. CHARACTERISTICS OF tABOR AND DElNERY 

(Check aU that apply) 

o Induction of labor 

o AUgmentation of labor 

o Non-vertex presentation 

o Ste'rolds (g!ucocortJcolds) for fetal lung maturation 

received by the mother prior to detivery 

o Antibrotlcs received by.the mother during labor 

o Cl1n!ca1 chorloamnlonltls d!a9nos~d during labor 

or maternal temperature> 38'C (100,4'F) 

rn Moperatelhea;y meconIum staining of lh,arrm~U, I 
fiu!d 

o Fetal IntOlerance of labor such that one or more of 

the following actions was taken: In-ulero 

resuscitative measures, further fetal assessment, 

or operative delivery 

rn Epidural or spInal anesthesIa during labor 

o None of the above 

57. ABNORMAl CONDITIONS OF THE NEWBORN 

(Check an thai apply) 
o Assisted ventilation required immediately following 

delivery 

o A$$lsted ventilation requIred for more than six 

o N1CU admIssIon 

o AnlibloUcs received by the newborn for suspected 

o Congen1tal diaphragmatic hernia 

neOfialal sepsis 

o Sefzure or serious neurologic dysfunctloo 

o Significant birth Injury (skeletal 
peripheral nerve Injury, and/or soft tissue!solld 

organ hemorrhage whIch requires InlervenUon) 

rn Nooe of the above 

0' Cephatfc 
o Breech 

o other 

D_ FInal roule and. method of detivery (Check one) 

0, Vagln.aUSponlan.eous 
o -VaglnaUForceps 

,0 VaglnalNawum 
0_ Cesarean 

If cesarean, was a trial of labor attempted? 

DYes 
No 

52. MATERNAL MORBIDITY (Check an that apply) 

(Complications associated with labor snd delivery) 

o Maternal transfusIon 

o Third or fourth degree perineal laceration 

o Ruptured uterus 

o Unplanned hysterectomy 

o Admission to intensive care unit 

o Unp!anned operating room procedure follO\vlng 

delivery 

til None of the above 

58. CONGENITAL 

(Check all that apply) 

o Anencephaly 

o Menlngomyelocele!Sptna blfida 

o Cyanotic congenl1al heart disease 

o Congenital diaphragmatic hernIa 

o Omphalocele 

0 GastroschIsIs 

0 Umb reduction defect (excluding congenItal 

amputation and dwarfing syndromes) 

0 Cleft Up v.-11h orwithout Cleft 

0 Cleft Palate a~one 
0 Dovm Syndrome 

0 Karyotype confirmed 

0 Katyolype: pending 

0 Suspected chromosomal dIsorder 
0 Karyotype confirmed 
0 Karyotype pend1ng 

0 HypospadIas 

0 N"", 
59. WAS INFANT TRANSFERRED 'vVITHIN 24 HOURS OF DEliVERY? 0 Yes 0 No 

JFYES, NM1E OF FACILITY INFANT TRANSFERRED TO: 
60_ IS INFANT LIVING AT TIME OF REPORT? 

o Yes o No 

61. IS THE INFANT BEING 

BREASTFED AT DISCHARGE? 

990086145 


